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Resrarcu IMPROVES EXISTING PRODUCTS 


Research is a continuing process which 
benefits the patient and gratifies the 
physician. It improves existing products 
and thereby enhances treatment. 
Improvement of the old is as important 
as discovery of the new. 

Wider usefulness results from further 
refinement, improved standardization, 
economies in manufacture, and 


extended clinical studies. 
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research in the laboratories of Eli Lilly 
and Company. 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S. A. 


THIS PRINTING: 1,990 COPIES 


9.1953 LIRRA pw 
MAY 2 DES BUL. 
7 OINKS 

: 
a 
=i 1946 
1947 
DUALITY 


MANUFACTURERS OF 
SOLUTION OF ESTROGENIC SUBSTANCES 


SMITH:DORSEY COMPANY 


Powder and Tablets 


Peptic ulcer patients need maximum acid 
neutralization and prefer minimum bulk 
medication. Al-Si-Cal Powder and Tablet 
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ful powder neutralizes 949cc. N/10 acid 
in the stomach. Each Al-Si-Cal Tablet neu- 
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bital, local sedative in benzocaine and 
antispasmodic in Belladonna. Al-Si-Cal is 
the product of choice in peptic ulcer 
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SEVINON 


specially purified 
undecylenic acid for 


oral administration 


Attention has recently been drawn to “an interesting approach”! to the control of 
psoriasis and neurodermatitis. Perlman? has reported that following the oral use of 
undecylenic acid, psoriasis was relieved completely in 3 out of 17 patients, and was 
partially relieved in the remainder. “Relief of itching is sometimes noticed as early as 
two days after institution of treatment . . . undecylenic acid seems to hold a great 
deal 6f promise in the improvement and possible prevention of recurrences of psoria- 
sis and neurodermatitis.”” 


SEvINON* is available in gelatin capsules containing 0.44 Gm. undecylenic acid, 
highly purified for oral use. The dosage employed by Perlman? corresponds to 5 to 6 
capsules three times daily by mouth, continued in some cases for as long as six months. 
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advantages of CRYSTODIGIN over 
whole-leaf digitalis: 

More dependable effect provided with an 
accurately weighed amount of a pure 
substance than with crude material 
which contains other ingredients irritat- 
ing to the gastro-intestinal tract. 


Easier maintenance with CRYSTO- 
DIGIN (Crystalline Digitoxin, Lilly), 
which, unlike whole-leaf digitalis, is uni- 
formly and almost completely absorbed. 
No less prolonged and no more toxic. 


as an improved digitoxin. 

CRYSTODIGIN is a single crystalline- 
pure glycoside. It exceeds minimal 
requirements for ordinary digitoxin, 
which is officially allowed to be a mix- 
ture of glycosides and may have as 
little as 80 percent of stated content. 
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is available from your Lilly medical 
service representative or will be for- 
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Socialized Medicine 


O, to be in England 

Now that health is free! 

Not a farthering needed 

For an appendectomy! 

Dentists for the asking, 

For husband, child, or spouse: 

O, to be in England 

Now that health is “on the house.” 


O, to be in England 

Where the pills are running free! 
Help yourself to wooden legs— 
Ne’er a penny fee. 

This paternal caring 

For the ailing and the sickh— 
Will it be a cure-all 

For the body politic? 


HOSPITAL ENCROACHMENT 


THE dictionary defines a hospital as an institution in 
which sick or injured persons are given medical and 
surgical treatment. This does not imply that a hospital 
should act as a physician. Hospitals today render serv- 
ices of radiology, pathology, anesthesiology, and physical 
therapy in direct competition to the specialists who 
attempt to follow their respective professions. These 
same hospitals depend on the physicians in their com- 
munities for their ability to keep their doors open. 

Is it necessary that a hospital enter the practice of 
medicine to remain economically sound? Is it a fair prac- 
tice for the hospitals to enter competition with the in- 
terests that sustain it? Whether the medical profession 
approves or not, it is unlikely that hospitals are going 
to stop practicing medicine, unless a firm and concen- 
trated action is taken by interested parties to prevent this. 

In the state of California, the question of legality 
has been raised. The medical societies of California have 
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requested that the law step in and abate the hospitals’ 
practice of medicine. The general practitioner, internist, 
and surgeon are apt to sit back and say, “I'm sorry, but 
there is little or nothing that can be done about it.” 

Does the surgeon realize that there is reason to be- 
lieve that in the very near future the hospitals may well 
hire surgeons who will be able to perform appendec- 
tomies at, let us say, a cut rate? 

In a recent meeting of the American Hospital Asso- 
ciation in Atlantic City, the following question was 

’ vigorously discussed: What are the steps that have been 
taken to control unnecessary surgery in hospitals? 

It is interesting to list the conclusion drawn from 
the discussion of this question: 

“First, that the board of trustees of a hospital iene 
the administrator as co-ordinating judge, is responsible 
for all surgery performed in the hospital. 

“Second, this responsibility necessitates annual re- 
view of the character, loyalty, medical and surgical con- 
science, and qualifications of all surgeons on the surgical 
staff by a board-appointed ‘Credentials Committee’ of 
the staff. 

“Third, at least two reasons why surgery is per- 
formed unnecessarily are greed on the part of the sur- 
geon, and excessive ambition on the part of the young 
physician.” 

The statement that unnecessary surgery is being per- 
formed in any hospital is highly debatable; but appar- 
ently for some reason, economic. or otherwise, the hos- 


pital association accepts it as factual. Conclusion No. 3, 


constitutes a major indictment against the speciality of 
surgery by lay boards of trustees or hospital adminis- 
trators, who have little or no medical or scientific knowl- 
edge to support this type of indictment. 

Could these findings be construed as a method of ra- 
tionalizing eventually that employment of a salaried sur- 
geon to practice his art in direct competition with the 
surgical specialists in his community. This “‘holier-than- 
thou” attitude can well cover the hospitals’ real reason 
for entering this competition. The hospital is not pri- 
marily interested in how well this surgery is done. It is 
interested in increasing its revenue. 

Let us face facts. In many teaching hospitals today 
physicians have their offices within the institutions, and 
turn their fees over to the hospitals. This practice has 
become so prevalent that, for example, in the state of 
Massachusetts arrangements are under way whereby the 
physicians’ services in the hospitals are to be billed sepa- 
rately in the name of the practitioner. 

Hospitals, like any business, are interested in de- 
creasing deficits; and, if they continue to practice medi- 
cine, eventually they may well enter into competition 
with every practitioner of medicine, no matter what his 
particular field may be. This is,. indeed, an extremely 
serious matter. 

In the ranks of our profession, we have such men as 
Dr. Channing Frothingham, past-President of the Massa- 
chusetts Medical Society, who describes himself as “a 
Republican and a member of the American Medical 
Association,” who believes that many doctors would 
support the Federal Health Insurance Plan, “if they 
knew the real facts instead of the distorted picture circu- 
lated by the A.M.A.” It has been suggested that the 
A.M.A. withdraw its approval of the hospitals that en- 
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gage in the practice of medicine or in the exploitation 
of their own medical staffs. 

Apparently the A.M.A. is reticent about doing this. 
If they continue to be as reticent as they have been in 
the past with men like Frothingham m our ranks, the 
time may well come when the medical profession will 
find itself in this predicament. The hospitals will be prac- 
ticing the medicine, and it will be a comparatively simple 
matter to integrate into socialized medicine some 5000 
general hospitals and leave some 200,000 private prac- 
titioners of medicine out in the cold. 


PROFESSIONAL PROCUREMENT 


(THE DOCTOR DRAFT) 


There is every reason to believe that early in 1949 an 
attempt will be made by Congress to amend the Selective 
Service Act to supply physicians to remedy the shortage 
of medical officers in the expanded armed forces. The 
medical profession has always, and will always, accept 
its role toward the prevention of war. It has been said by 
some individuals that perhaps demobilization took place 
too early, but surely it is true that this opinion is not 
held by the majority of physicians who wore the uniform 
in either World War I or World War IL. 

There have been, justifiably, many “gripes” regarding 
the physician's service in World War II. The present 
Surgeon General is making every effort to eliminate the 
major complaints, but it is highly questionable that mili- 
tary service can be made sufficiently attractive to induce 
physicians to enter on a voluntary basis. Very recently, 
for example, the pay has been raised for army medical 
officers. However, this increased in pay has not attracted 
additional personnel. 

It has been estimated that the Army needs 3540 gen- 
eral practitioners and 400 specialists. The Surgeon Gen- 
eral believes that the citizen army should not be staffed 
completely by regular army officers, but should be re- 
inforced by civilian physicians on temporary military 
duty. There is a divergence of opinion as to the number 
of physicians the military really needs. Dr. William Dock 
is of the opinion that the army's wants are exaggerated. 
He openly states that the army desires one physician for 
every 165 men, and that the public is supposed to get 
along with one physician for every 800 individuals. Dr. 
Dock has a point which he makes very definitely; that is, 
the expected incidence of illness and injury among healthy 
young men between the ages of 18 and 40 is probably 
only one-quarter of the incidence in the general popula- 
tion. Hence, why should the army need almost five times 
as many doctors? This question and similar questions 
must be considered and acted upon early in 1949. 

The Army and Air Force are considering initiating a 
Professional Personnel Procurement Program. A recom- 
mendation is made that a sub-committee be appointed to 
be called the Professional Manpower Committee, to be 
headed jointly by an outstanding local physician or 
surgeon, and an outstanding dentist. The duties of this 
committee are set forward in the communication as fol- 
lows: “Members of the Professional Manpower Commit- 
tee could be expected to serve as local spokesmen tor 
the Army Medical Department and for their respective 
professions in contact with local profession-school stu- 
dents, interns, residents, and those professional people 
now engaged in practice. Other functions can be sug- 
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gested for them as the program develops. The Military 
Manpower Committee itself should support the Profes- 
sional Manpower Committee’s undertakings and make 
available its publicity and liaison channels throughout 
the community.” 

This in itself does not sound obnoxious, and repre- 
sents simply an attempt on the military's part to volun- 
tarily obtain personnel. However, there may be a joker 
so far as this committee’s work is concerned because in 
another part of the communication from the same source, 
the following statement is made: ‘The first project to be 
undertaken by the Professional Manpower Committee 
could be a survey to determine the community's resources 
in terms of this program, and the number of people in 
each profession who might be considered prospective 
volunteers for military service. Each professional society 
or association should be asked to co-operate in surveying 
the profession it represents. In the case of quotas which 
some national professional groups may have adopted, 
these quotas can be projected against the community's 
resources.” 

‘The president. of the local medical society will un- 
doubtedly be called upon to designate the physician 
member of the Professional Manpower Committee. This 
will be a thankless task for both the president of the 
society and his appointee because he will be required to 
give some statement as to who might be considered as a 
prospective volunteer. Individual volunteers are apt to be 
rare. Extreme discretion will, by necessity, have to be 
exercised in order that the spirit of fair play be main- 
tained throughout this procedure. Basically one must 
remember that the volunteer system of procurement has 
certain outstanding faults. The majority of physicians 
are perfectly willing to do their duty so long as their 
brother physicians are doing theirs as well, but, in the 
vernacular, hate “to be played for suckers.” The volun- 
tary system is, in reality, unfair. It rewards the ‘self- 
seeker, and penalizes the willing and conscientious. It 
must also be realized that the volunteer system up to 
the present has been found wanting, in terms of the 
present professional personnel procurement. 

Whether the medical profession approves legislation 
relative to the procurement of physicians depends on 
whether that legislation is fair and efficient. If it is, the 
profession will respond as it has in the past, regardless 
of the personal sacrifices that may be entailed. 

It is well to remember, however, that there are many 
physicians who only recently have been able to develop 


their practice following a term of service in World War 


II. These physicians will not look with great favor upon 
any program which attempts to place them back in the 
service. While Congress's contemplated action will un- 
doubtedly chiefly concern the doctors who were trained 
under ASTP and V-12 at government expense, appar- 
ently the number of physicians in these categories will 
not be sufficient for military needs. Additional practi- 
tioners must be obtained. Whether these men will enter 
the service by the volunteer system is questionable, and, 


_Should they be procured, extreme discretion will have 


to be exercised by those entrusted with this irksome duty. 

We are not at war. We are simply training an 
armed force. Would it not be possible for members of 
the medical profession who were unable to serve their 
country in World War II because of minor physical 
disability to serve as medical officers in permanent in- 
stallations in a training program such as is contemplated 
by the armed forces at the present time? 
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EL PASO COUNTY MEDICAL 
SOCIETY TUMOR CLINIC 


A total of 187 cancer cases were handled last year 
by El Paso County Medical Society's Tumor Clinic, 
which was recently moved from City-County Hospital 
to 408 East Overland Street. 

The Society's committee in charge of the clinic is 
headed by Dr. J. Richard Fuchlow and has as other 
members Drs. Russell L. Deter, M. S. Hart and H. F. 
Heslington. 

The clinic is supported by funds from the American 
Cancer Society through its local lay organization, the 
El Paso County Unit of the American Cancer Society. 

Regular weekly meetings are held in the clinic, where 
any doctor can bring a case for discussion of diagnosis 
and proper treatment. An average of 14 local physicians 
attended these weekly meetings last year. None received 
any financial remuneration for this work. 

The clinic was recently given official recognition by 
the American College of Surgeons as an approved clinic. 

A total of $5000 was given by the American Cancer 
Society last year for the clinic’s work. 

Newest addition to the clinic is a loan closet consist- 
ing of equipment and appliances, a gift of the Business 
and Professional Women's Club. The closet has been 
named the Ruth Lester and Martha Plummer Memorial 
Loan Closet for two El Paso women who died from 
cancer last August. Both women were members of the 
B. and P. W. Club. 

Items in the closet are for patients with cancer or 
for those convalescing from treatment of cancer. They 
are loaned to patients at the request of their physicians. 
All such requests must be cleared through Mrs. Tommie 
Sadler, nurse in charge of the clinic. 

In speaking of the closet, Mrs. Charles C. Carpenter, 
who is immediate past president of the B. and P. W. 
Club as well as executive secretary for the Cancer In- 
formation Center, said: 

“Of necessity or by choice, many of those suffering 
from cancer remain at home during the greater part of 
their illness. The general shortage of hospital beds re- 
stricts the use of availabie accommodations to those who 
appear to be curable, or who, at least may be reason- 
ably benefited. 

“Moreover, the expense of prolonged hospitalization 
is beyond the means of most families. Others prefer to 
remain at home because of the chronic nature of cancer, 
or when the hospital is far removed and distance pre- 
vents frequent visits of family and friends.” 

The clinic has a filing system that will keep the medi- 
cal history, slide and x-ray of each cancer case under 
the same file number. 

Equipment for the system includes a four-panel view- 
ing box, a micro-projector, an examining table, a steril- 
izer for instruments, a micro-slide filing cabinet, an 
x-ray slide filing cabinet and a delineator. 

Nine nationally-known figures in their respective spe- 
cialties have been brought to El Paso since January, 
1948, to conduct tumor clinic meetings and to address 
E] Paso County Medical Society sessions. 

This was made possible through funds of the Ameri- 
can Cancer Society and through special funds of the 
Cancer Control Division of the Texas State Board of 
Health. Each of these tumor clinics was devoted to the 
specialty of the visiting speaker. 
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THE VALUE OF POST-OPERATIVE RADIATION IN 


CANCER OF THE BREAST--WHEN, WHY AND HOW" 


By THEoporeE P. Esernarp, M. D. anp Paut C. Swenson, M. D. 
Department of Radiology, Jefferson Medical College Hospital, Philadelphia, Pa. 


In any intelligent cancer treatment our purpose is to 
kill malignant tissue or at least to render it inactive. We 
now believe that there is little use in speaking about 
sublethal doses for the general purpose of slowing down 
the growth of cancer cells and thereby discouraging 
metastases.: This procedure was considered rational in 
past years for both pre- and post-operative 
irradiation of the breast; but subsequent ex- 
perience has taught us that the so-called 
prophylactic irradiation has no valid pur- 
pose. It is as important to give a canceri- 
cidal dose to one single remaining cancer 
cell as it is to a million such cells. If, there- 
fore, there is reason to believe that there 
is residual disease after operation; it should 
be treated with full effect, not prophy- 
lactically. 

The problem of the treatment of post- 
operative carcinoma of the breast then re- 


derline group, or the Steinthal II classification, there will 
be a large percentage of supraclavicular metastases which 
develop after operation; whereas not over ten percent 
will show local recurrence in the lungs, chest wall or 
axillary wound. All of these conclusions are, of course, 
based upon the supposition that a sufficiently radical 
procedure has been done with meticulous 
care. In the Steinthal III classification or the 
definitely inoperable group of Haagensen 
and Stout 1) one may expect extensive local 
recurrence as well as supraclavicular metas- 
tases. Naturally, nearly all of these cases 
will sooner or later show evidence of dis- 
tant metastases. 
SEEDS PLANTED 

Now what does. this mean to the radio- 
therapeutist? It means, first of all, that if a 
case were truly operable or surgically cur- 
able and operation properly done, post- 


solves itself into two problems: first, which Paul C. Swenson, M.D. operative radiation of the operative area 


cases to treat, and second, how to treat 

them. If a prudent decision is to be made concerning 
the treatment of the individual case, we must know sev- 
eral things. We must know the size of the original tumor, 
its location, something about its duration, the condition 
of the overlying skin, the relation of the tumor to the 
underlying fascia, the histologic nature of the growth, 
and the extent of the involvement of the regional nodes. 
The age of the patient probably makes little, if any, 
difference. 

FACTORS DISCUSSED 

It will immediately be apparent that these above fac- 
tors are those concerned with operability and surgical 
curability as discussed by Haagensen and Stout in their 
article on the criteria of operability.) They are also 
also the same factors which enter into the Steinthal clas- 
sification of breast tumors‘2) and the malignancy index 
of Gordon Richards.‘3) We believe in our clinic that 
the Haagensen-Stout!) criteria or the Gorden Rich- 
ards‘3) indices should be rigidly observed by the surgeon 
before operating. That means, of course, that the sur- 
geon will not operate on any case, which has the Haagen- 
sen-Stout !) criteria of inoperability, or with a high 
Richards‘3) index. 

Unfortunately, too many surgeons do not observe 
these criteria, and thus the problem of the radiothera- 
_peutist is made doubly difficult; and the importance of 
his acquiring all of the information possible about the 
pre-operative status of the patient is increased. 

SALVAGE RATE 

In all of the analyzed series previously mentioned, 
it was demonstrated that a salvage rate for five years 
of eighty-five percent or better should be obtained in 
truly operable or Stage I cases. These series also demon- 
Strate that the majority of those patients who are not 
saved by operation die of distant metastases. In the bor- 


*This paper was presented before the International 
Post-Graduate Medical Assembly, San Antonio, Texas, 
January 25-27, 1949. 


and the supraclavicular region is not indi- 
cated. These people die of distant metastases, the seeds 
of which were planted either before or at the time of 
the operation. The therapist cannot radiate the entire 
body sufficiently to destroy cancer in any or all locations. 
He must restrict his attack to the most likely area. When 
there is no “likely” area, then such restriction becomes 
rationally impossible and the therapeutist is forced to 
the reluctant conclusion that he can do nothing but wait 
until clinical evidence of metastases gives him a target 
at which to aim. 

Now, unfortunately, the radiotherapeutist seldom sees 
the patient himself before operation. He is, therefore, 
forced to depend upon the reliability and veracity of the 
surgeon; and, as every therapeutist knows, he must 
learn to know his referring surgeon. The therapeutist 
must learn to recognize an adequate operation when he 
sees one. If inadequate skin removal is done, and large 
amounts of subcutaneous fat and even muscle are left 
in the operative field; and, further, if a full, well-padded 
axilla remains, he knows that his general criteria for 
applying x-ray treatment are of no value. The patient 
may have been operable, but she was not adequately 
operated. 

SPECIAL CLASS 

A very few of these apparently operable cases fall 
into a special class which can only be identified by the 
pathologist. An extremely small palpable mass may 
show wide-spread infiltration throughout the fat of the 
breast. A very careful examination of the axilla may 
disclose nodes which could not be palpated pre-opera- 
tively and which nevertheless contained cancer. The 
pre-operative classification of the case is thereby auto- 
matically changed by the post-operative findings. Upon 
the latter the therapeutist must base his decision. 

In these admittedly borderline groups a detailed 
knowledge of the histologic findings is essential. If the 
tumor turns out to be well differentiated, situated far out 
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toward the nipple in a large breast and to be one which 
has metastasized by embolus to a single low anterior 
axillary node, the supposition can be that an adequate 
operation will have removed all of the local disease. 
Another tumor of the same size and the same location 
and with the same single node metastases may show 
diffuse infiltration in the fat and breast parenchyma, 
leading one to the conclusion that even the most radical 
procedure in the zone between the skin and ribs can 
hardly have removed all of the tumor cells. A third 
tumor, again of the same size, but in the inner quadrants 
of the breast, may well be. expected not to show any 
axillary metastases. These tumors are more likely to 
metastasize directly to the supraclavicular region and 
into the mediastinum by way of the internal mammary 
lymphatics. Crossed metastases to the opposite breast 
and axilla are more common from this last type of 
tumor. A lesion in a very small breast, and particularly 
one in the upper inner quadrant again will confront the 
surgeon with an almost insurmountable problem. The 
patient may have been clinically operable, but the his- 
tologic findings will show that she was technically in- 
operable. 
INOPERABLE CASES 

Finally there are the inoperable cases by classifica- 
tion, which have had the misfortune to have been op- 
erated upon unwisely. Most of the time the tumor in 
such cases will show recurrence throughout the opera- 
tive field, but a detailed knowledge of the clinical and 
histologic findings may indicate the most likely area in 
which a palpable subcutaneous nodule may be expected 
to appear. A mass felt in such an area would thus be 
suspicious of tumor, whereas elsewhere one might tem- 
porize with a small mass if, for example, it suggested 
a lesion accompanying a retained non-absorbable suture. 

In all of the more advanced cases, the natural history 
of the tumor and conclusions based on statistical evidence 
give the radiotherapeutist one or more logical targets. 
These are, in the order of their frequency of involve- 
ment, (1) the medial supraclavicular region, (2) the 
high axilla, (3) the mediastinal nodes and, (4) the op- 
erative area itself. Local recurrence or regional metas- 
tases are likely to occur in these areas at any time. The 
conclusion seems fairly well established that prompt, 
thorough, post-operative radiation will sterilize these 
areas and prevent painful disfiguring secondary growth 
in a considerable proportion of cases. It will not destroy 
distant deposits which have already been seeded, but in 
a small number of instances it may prevent the spread 
which would occur if a regional focus were allowed to 
continue to develop. We, therefore, believe that all of 
these cases should receive post-operative irradiation to 
the supraclavicular area and that most should have the 
high portion of the axilla included in the field and that 
the medial quadrant lesions should have the mediastinal 
nodes treated. Having once made this decision the only 
problem remaining is that of getting an adequate dosage 
into the desired area with as little damage to underlying 
and surrounding tissue as possible. 


BASIC TECHNIQUE 
In the more usual situation, we attempt to deliver 
radiation to the supraclavicular region and the upper 
axilla. Our basic technique involves the use of an an- 
terior field 10x10 cm. or 10x15 cm. extending from 
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after the most radical surgical procedure, have a great 
tendency to recur. In this case a field covering the sup- 
the suprasternal notch out across the supraclavicular 
fossa and down along the slope of the thoracic cage. It 
is obvious that a portion of the lung field is included 
in the radiation in this field; but this is unavoidable, since 
the lymphatics draining the breast are draped rather 
profusely over the curve of the chest wall. A similar 
field is used posteriorly. These fields supply crossfire to 
the whole area from the angle between the sternocleido- 
mastoid muscle and the clavicle, which is the site of the 
most commonly involved palpable nodes, outward and 
downward as far along the path of the axillary vessels 
as it is desired to go in the particular case. It is quite 
possible to install these fields with the patient sitting 
up in a chair. It is our general custom to give a sufficient 
dose (measured in air) so as to deliver about 3500r to 
the coronal plane of the crossfired region. 
THIRD FIELD 

A third field directly into the axilla, is used to sup- 
plement these two. The necessity or even the desirability 
of using this field may be possibly open to question. If 
the original tumor was one which could be expected to 
de its damage primarily toward the medial aspect of 
the thorax; and if the patient is a large individual in 
whom the distance from the medial supraclavicular fossa 
to the axillary field is large, one probably accomplishes 
very little beyond giving the patient considerable pain 
and discomfort in the axilla. Incidentally, care must be 
exercised that the anterior and posterior fields do not 
also crossfire the axillary skin; for the reaction in this 
intertriginous area is sufficiently severe with the one 
field alone. In the small or average sized person, an air 
dose of 2500r to each of these fields will usually pro- 
duce a total tissue dose of 3500r or better in all portions 
of the irradiated block of tissue. In a large individual ‘it 
may be necessary either to replace the axillary field or 
to supplement it by a small field delivered directly to 
the medial supraclavicular region vertically from above. 

In cases of borderline operability which have been 
adequately operated and in which the original tumor 
was in the outer half of the breast, we feel that treatment 
of the foregoing fields is all that is necessary. Our dosage 
varies from 200 r per day to one field up to 200r per day 
to each of two fields, depending upon the patient's re- 
action to the radiation. We use 200 Kv. radiation with 
a half value layer of .95 MM. of copper. The order in 
which the fields are treated makes no difference, but the 
treatment must be given at least five and preferably six, 
or even seven days a week. 


AXILLARY FIELD OMITTED 

When the tumor is in the upper inner quadrant, we 
omit the axillary field and add an anterior mediastinal 
portal. This should cover the area from the suprasternal 
notch down to a point at least well below the site of the 
tumor, going as close to the xyphoid process as we can. 
We try to avoid carrying the field so far down that we 
irradiate the upper portion of the stomach. This field 
need never be over 10 cm. wide and in the majority of 

the cases can be reduced to a square 6 cm. or 8 cm. 
Beyond these basic techniques there are a number of 
variations which depend upon the characteristics of the 
individual case. For example, an ulcerating tumor sit- 
uated far out in the axillary tail of the breast will, even 
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posedly involved area is used and is treated with me- 
dium voltage rays in the neighborhood of 140 Kv. and 
a half value layer of .5 mm. of copper. Again we believe 
that a tumor dosage of at least 3500 r delivered in a period 
of between two and a half and four weeks is the op- 
timum. Faster treatment than this, with the same dosage, 
leads to excessively severe reaction. Protraction of the 
same dosage beyond four weeks results in persistent 
tumor as does lesser dosage. Higher dosage, like inade- 
quate treatment resulting from protraction, leads to ex- 
cessive reaction and late necrosis in the treated areas. 


PROPHYLACTIC RADIATION 

We should again emphasize that there is no such 
thing as prophylactic radiation in the ordinary sense of 
the word. When the surgeon sends a patient to us with 
a request for prophylactic radiation, he usually means 
“just a little radiation.’ He has in mind inactivating 
cells or blocking lymphatics or ‘just killing off those 
few cells that were left.” Unfortunately, radiation doesn't 
work that way. It is almost similar to cutting off just a 
small part of the tumor. It takes a definite amount of 
radiation to devitalize any tumor. We don't know, of 
course, exactly how radiation does act on tumors; 
whether it acts entirely on the cancer cell directly or 
whether it is a devitalization or secondary effect resulting 
from vascular changes and connective tissue damage. 

In any event, whatever the answer may be, it is logi- 
cal to assume, and observation seems to bear out the 
impression, that a certain amount of radiation is just as 
necessary to kill one cancer cell as it is to kill ten million 
cells. Therefore, if one is going to treat these cases at 
all he should treat them with the hope of arresting any 
tumor growth completely in the treated area. In other 
words, the treatment may be prophylactic only in the 
sense that one is treating an area in which disease is 
not positively known to exist. It may better be termed 
palliative therapy in the sense that one is reasonably sure 
that distant metastases will occur. But so far as the treat- 
ment itself is concerned in the local area, it is curative 
therapy, and nothing less than curative therapy is justi- 
fied. One has only one opportunity to kill cancer cells by 
radiation in the vast majority of instances and that is at 
the first time of treatment. 

SECOND ATTACK 

Occasionally one may attack the failures a second 
time and succeed, but this is indeed rare. It is especially 
rare with a growth such as a cancer of the breast which 
has such a tremendous tendency to metastasize as it 
develops. We also believe that there is very little point 
in administering so-called prophylactic radiation six to 
eights months after operation. Time and again we en- 
counter surgeons whose wound-healing in certain cases 
has been poor and who, therefore, send patients in for 
post-operative prophylactic radiation after a relatively 
long post-operative period. To our minds this is illogical. 
These patients will undoubtedly have already shown a 
spread of the tumor if there is ever going to be any. 
Most of the time, they already show signs of local re- 
currence, if they belong to the group which will do so 
anyway within less than three or four years. We are, 
of course, forced to treat most of these cases under duress 
and against our better judgment; but we believe a con- 
stant attempt should be made to educate surgeons in the 
natural history of carcinoma of the breast and in the 
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real potentialities of radiation therapy when intelligently 
administered. 
SUMMARY 

In summary then, our plan of post-operative treat- 
ment for cancer of the breast is briefly this: 

1. No post-operative treatment whenever we know 
the surgeon is reasonably confident that all malignant 
tissue has been adequately removed. 

2. A full cancericidal dose is given to those areas 
most frequently found to harbor metastases. The areas 
treated will depend on the operative findings, natural 
history and general characteristics of the tumor. 

3. If post-operative therapy is to be given at all, 
no prophylactic dose by definition is considered adequate. 

4. Recurrences are thoroughly treated as they be- 
come clinically manifest. 
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Scientific Transcriptions 


Recording of scientific papers by means of transcrip- 
tion is rapidly gaining favor. At many conferences the 
speaker's microphone is connected with a recording ap- 
paratus, or in some cases, several recording apparatuses, 
and the speaker’s remarks are thereby made in the form 
of a permanent record. These records have great value 
for teaching purposes, both for undergraduates and for 
post-graduates. 

It might be well in cities of the Southwest to consider 
the feasibility of introducing a system by which transcrip- 
tions could be made of the scientific proceedings of local 
medical societies, special societies, and staff meetings of 
hospitals. The material would then become a permanent 
record and could be used for reference at future dates 
or could be re-edited and published so that more people 
could benefit from the subject matter. 


Influenza Center 


An influenza information center has been established 
at the National Institute of Health in Maryland. It has 
for its function principally the prevention of pandemic 
influenza, such as was seen in 1918. This information 
center will serve as a liaison office between the interna- 
tional influenza center, established at the National Insti- 
tute for Medical Research in London, and the participat- 
ing American laboratories. 

The proposed plan is that, when a significant out- 
break of respiratory disease is reported in a given com- 
munity, the information center will see that serologic 
tests are carried out on patients for the presence of anti- 
bodies against the influenza virus. Attempts will be made 
to isolate any new virus, and the information center will 
study the data received and attempt to have the appro- 
priate strains of virus considered for inclusion in com- 
mercial vaccines. 


¥ 
« 


JUNE, 1949 


SOUTHWESTERN MEDICINE 15 


An Invitation From The American Academy Of General 
Practice: Twenty-One Questions And Answers 


Because probably three-fourths of the 2,000 
readers of SOUTHWESTERN MEDICINE are general 
practitioners the editors take pleasure in publish- 
ing this summary of the nature and purpose of 
the newly-organized American Academy of Gen- 
eral practice. 

1. What is the American Academy of General 

Practice? 

The American Academy of General Practice is a na- 
tional association of general practitioners of medicine 
and surgery. 

2. What are the requirements for membership? 

To be eligible for membership a candidate must be 
a graduate of an approved medical school with a mini- 
mum of one year of rotating interneships in an approved 
hospital, a member of his county medical society, licensed 
to practice medicine and surgery in the state of his resi- 
dence, of high moral and ethical character. He must have 


shown interest in continuing his medical advancement by 


engaging in post-graduate education. 

3. What is meant by the term “general practi- 

tioner’’? 

A general practitioner is a licensed physician and 
surgeon who holds the degree of M.D., and who does 
not limit his practice exclusively to a particular field of 
medicine or surgery. 


4. How much postgraduate training is required of 

candidates for membership? 

The by-Laws of the Academy require that a candi- 
date for membership shall have been engaged in the gen- 
eral practice of medicine for at least three years preced- 
ing the date of his application. During this period he must 
have shown interest in continuing his medical advance- 
ment by engaging in some postgraduate educational 
activities. 

Postgraduate educational activities include attendance 
at hospital staff meetings, county, state, and national 
society meetings, refresher courses and formal courses, or 
rotating residencies conducted by approved institutions. 

5. What must a member do to retain his member- 

ship? 

All active memberships terminate at the end of three 
years. To be eligible for continued membership, a mem- 
ber must have spent a minimum of 150 hours during this 
three year period in postgraduate training of a nature 
acceptable to the Membership Committee. Any of the 
activities listed above will count toward fulfillment of 
the 150 hour requirement during a three year period. 

6. What are the objectives of the Academy? 

The basic philosophy of the Academy is: Improved 
standards and quality in general practice among the 
general practitioners who render more than 80 per cent 
of the medical care furnished in this country today will 
react to the great benefit of all the public and all the 
medical profession. 


The objects and purposes of the Academy as set 
forth in its Constitution are as follows: 

(1) To promote and maintain high standards of the 
general practice of medicine and surgery; 

(2) To encourage and assist young men and women 
in preparing, qualifying, and establishing themselves in 
general practice; 

(3) To preserve the right of the general practitioner 
to engage in medical and surgical procedures for which 
he is qualified by training and experience; 

(4) To assist in providing postgraduate study courses 
for general practitioners, and to encourage and assist 
practicing physicians and surgeons in such training; 

(5) To advance medical science and private and 
public health. 


7. Why was the Academy formed? 


The American Academy of General Practice resulted 
from a spontaneous movement among groups of general 
practitioners in a number of states who were convinced 
that progress and advancement in the general practice 
of medicine and surgery was basic to the welfare of the 
people of America and the medical profession. 

Years ago various groups of specialists established 
standards and undertook programs for the elevation of 
standards and quality in specialist practice. The spe- 
cialists established and enforced their own standards; no 
outside group could do this for them. 

The same is true of general practice. The trend to- 
ward overspecialization is a matter of serious concern 
among most leaders of the profession and among medi- 
cal educators. The best way to counteract this unhealthy 
trend is to make better general practitioners who, through 
self-improvement, can command the respect of the public 
and a place of esteem in the profession. 

To improve the quality of general practice it is neces- 
sary that increased emphasis be placed on broad clinical 
training in the medical school curriculum. It is also neces- 
sary that facilities for postgraduate education for general 
practitioners be greatly expanded. These goals represent 
the chief aims of the Academy. 

The wonder is that a movement by and for general 
practitioners, through a national scientific organization 
of their own, founded on the premise that advancement 
in general practice will benefit all the people and the en- 
tire medical profession, was not initiated years ago. 

8. Does the Academy advocate that all general 
practitioners be permitted to perform surgery in 
all hospitals? 

No. The Academy recommends that proper require- 
ments be maintained for staff privileges in all hospitals. 
It recommends that hospital privileges be extended to all 
licensed physicians on the basis of competency. Specifi- 
cally, the Academy will do all in its power to assure 
that every competent general practitioner be privileged 
to hospitalize any of his patients who require hospital 
facilities. The Academy endorses official actions taken by 
the American Medical Association, the American Board 
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of Surgery, and other interested organizations opposing 
any hospital regulations which confine staff membership 
or the right to perform certain medical and surgical pro- 
cedures to specialists who have been certified by the 
respective specialist boards. 

9. What is the relationship between the Academy 
and the American American Medical Associa- 
tion? 

The Academy recognizes the American Medical As- 
sociation as the parent organization of the medical pro- 
fession in America. Its aim is to work in cooperation and 
close harmony with the American Medical Association. 
Membership in the A.M.A. is a prerequisite for mem- 
bership in the Academy, and any member of the Academy 
whose membership in the American Medical Association 
is terminated will lose his right to remain a member of 
the Academy. In its endeavors to improve the quality of 
general medical and surgical practice in America the 
Academy intends to work closely with the Council on 
Medical Education and Hospitals of the American Medi- 
cal Association, the Committee on Rural Health, and 
the Council on Medical Service, as well as the other 
councils and bureaus of the A.M.A. 

As evidence of its endorsement of the American 
Academy of General Practice, the A.M.A. Board of 
Trustees has appointed three official representatives to 
serve on the Academy's ‘Coordinating Committee.” One 
represents the Council on Medical Service, one the Coun- 
cil on Medical Education and Hospitals and the third 
the Board of Trustees. Also serving on this committee 
are representatives from the American Hospital Associa- 
tion, the Catholic Hospital Association, Advisory Board 
of Medical Specialties, and other allied organizations. 


10. Is the Academy connected with the Section on 
General Practice of the A.M. A.? 

Not officially. It expects to cooperate unofficially with 
the Section on General Practice. Neither does the Acad- 
emy have any Gfficial connection with the mid-winter 
meeting of the A.M.A., which in 1948 was designed for 
general practitioners. 


11. Does the Academy propose to establish a cer- 

tifying board in general practice? 

No. In years: to come a certifying board of general 
practitioners to examine candidates engaged in general 
practice may be feasible, but such is not the present in- 
tention of the Academy. 

While the Academy does not plan to conduct exami- 
nations of candidates for membership, membership for 
the general practitioner in the Academy corresponds to 
a certification by a board for the specialist. 


12. What will be the relationship between the 
Academy and the specialty boards? 

The Academy intends to carry on its program in co- 
operation with the specialty boards wherever such co- 
operation is indicated as desirable. The Academy does 
not intend to duplicate the activities of the specialty 
boards, of the American Medical Association, of the 
American Hospital Association, or any other national 
medical organization. 


13. How does the Academy expect to increase the 
‘quality and raise the standards of general prac- 
tice in America? 

In the same way the specialty societies have raised 
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the standards and increased the quality of specialists 
practice in the country. The Academy intends first to 
encourage general practitioners to pursue graduate study 
by attendance at their county, state, and national medical 
society meetings, their hospital staff meetings, clinical 
pathological conferences, and special courses. Further- 
more, it hopes to raise the general level of the quality 
of general practice in the country by establishing a stand- 
ard toward which general practitioners will be expected 
to strive. To achieve this standard they must keep up-to- 
date and continue their medical education each year. 

Also, the Academy, through cooperative efforts with 
the American Medical Association and the American 
Association of Medical Colleges, expects to improve the 
teaching of the general practice of medicine and surgery 
in medical schools. By improving the quality of medical 
teaching and by stimulating postgraduate courses and 
extension courses to be conducted by medical schools, 
the Academy hopes to raise the general level of the 
quality of medical care throughout the country, includ- 
ing rural areas. 

14. How many members are there in the Academy? 

The American Academy of General Practice was 
founded June 10, 1947, by a group of men firmly con- 
vinced that general practice is the basic foundation of 
good medical care in America. Immediate enthusiasm was 


-apparent. Since that date, applications have been coming 


in from every section of the country, and there are now 
nearly 10,000 members representing every state in the 
union, the District of Columbia, and Hawaii. 

15. How many members does the Academy expect 

to have? 

There are approximately 135,000 members of the 
American Medical Association. Of these, approximately 
40,000 are specialists. Thus there are nearly 100,000 
general practitioners. It is hoped that eventually all of 
these who are qualified will become affiliated with the 
American Academy of General Practice. 

16. How is the Academy governed? 

A Congress of Delegates is the official policy making 
body of the Academy. It is composed of delegates from 
each constituent state chapter. The Board of Directors, 
which is the executive body of the Academy, is under 
the control of the Congress of Delegates. 


17. When will annual meetings of the Academy 

be held? 

The first regular annual Scientific Assembly of the 
Academy was held in Cincinnati, Ohio, March 7, 8, 9, 
1949. The second annual Assembly is tentatively sched- 
uled to be held in Atlantic City in March of 1950. 

18. Is the Academy a “political” organization? 

No. The Academy will naturally lend its support to 
other medical organizations which oppose political or 
socialized medicine, but such activities are not among 
the principal objectives of the Academy. The founders 
of the Academy have recognized the fact that the surest 
way to overcome efforts to socialize medicine is to re- 
establish the general practitioner—the family doctor—as 
the keystone of health professions, occupying his rightful 
place in the citadel of medicine, and enjoying the respect 
and confidence of his patients. 

19. How do I become a member? 

By filling out an application form and mailing it to 
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the secretary of your state chapter or to national head- 
quarters, together with your check covering the admis- 
sion fee and state and national dues. 

20. How much does it cost? 

National dues are $15.00, payable each January 1. 
There is a $10.00 admission fee, making the total for the 
first year $25.00. The national dues of new members are 
prorated triannually. 

21. What else can I do to help? 

By soliciting the membership of your friends and col- 
leagues engaged in general practice and by aiding in the 
establishment of a county or district branch in your area, 
if none already exists. The Academy will send you a 
model Constitution and By-Laws for component branches 
along with other information concerning the establish- 
ment of component branches at your request. 

For further information or membership blanks write: 

Headquarters, American Academy of General Practice 

406 West Thirty-fourth Street 

Kansas City 2, Missouri. 


“Twelve reasons why I intend to lend my 
support to the successful passage of the Wagner, 
Murray Bill”: 

1. I could retire at age 65. 
2. I could work hours that suited me. 
3. My pay would not be dependent on my ability. 
4. My income would be assured—not much, but as- 
sured. 
I feel certain that I would fool part of the people 
part of the time. 
6. I could refer all my patients to the hospitals and 
save home calls. 
7.. Any serious cases could be referred to specialists 
and let them worry about it. 
8. My overhead would be reduced since all I would 
need is a prescription pad. 
9. I could take an extended vacation each year with- 
out loss of practice. 
10. My nights would be my own. 
11. My Sundays and holidays would be free. 
12. I'm naturally very lazy. 


New Type Of Artificial Kidney 


A new type of artificial kidney has been developed 
in Philadelphia, at the Jewish Hospital. This artificial, 
kidney is made up of plastic plates separated by thin 
sheets of cellophane. 

Grooves cut into the plastic serve as channels in 
which the blood flows on one side of the cellophane 
membrane; a “perfusate” solution of glucose in saline 
flows on the other side. When the two streams run 
through the apparatus, various nitrogenous waste prod- 
ucts are transferred from the blood to the “perfusate” 
by osmosis. 

This new artificial kidney in its present form weighs 
only ten pounds and is much less bulky than the original 
artificial kidney which was devised in the Netherlands. 
It is hoped that this new device will obviate the use of 
such procedures as peritoneal lavage which were far 
from satisfactory because of severe technical difficulties. 
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The Physicians’ Afternoon-Off 

While the labor leaders have been clamoring for a 
forty hour week, the various police chiefs in Rhode 
Island are of the opinion that the physicians time should 
never be his own. In the vicinity of Providence, Rhode 
Island, the police chiefs have devised, or perhaps better 
said, are attempting to devise a system by which the 
local physicians “stagger” their days off. 

The minions of the law have complained very bitterly 
that on Wednesday afternoon, which is the traditional 
afternoon-off, in Rhode Island, it has been impossible for 
them to obtain emergency service of physicians. While, 
it may be well that some sort of a rotating system be 
instituted so that adequate medical coverage may be 
obtained, it would seem logical that this arrangement 
could be adequately made by the practitioners themselves 
without the interference of any law-enforcing agency. 

However, at the present time it seems to be highly 
popular in belief that the medical profession is the one 
profession that needs regulation, and this interference 
could possibly be interpreted as being of a political na- 
ture, rather than a social one. 


To Our Highball-Consuming Readers 


Dr. Norman S. Moore of Cornell University, New 
York, states that supplementary Vitamin B in the form 
of thiamine is not necessary to offset the ravishes of 
the highball. Apparently if a sufficient intake of food is 
present, then supplementary thiamine may be dispensed 
with. This does away with the old misconception that if 
one were to imbibe, that one should eat Vitamin B com- 
plex tablets. 

In the course of carbohydrate breakdown, pyruvate 
is formed which requires thiamine in order to oxidize to 
acetate. Alcohol, however, apparently is oxidized to 
acetate without passing through the pyruvate state, and 
thereby requires no thiamine. 


SOUTHWESTERN 
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Northern Mexico— 

(Chihuahua, Sonora, Coahuila, Durango) 
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Mobile Lead Protective Screen With 
Film Storage Chest for Small 
X-Ray Room 

Material needed to build this screen with the excep- 
tion of the leaded glass, sheet lead, and metal film storage 
box may be obtained from any hardware store and cabi- 
net shop. The lead sheeting and glass and film storage 
box are obtained through your regular surgical supply 
or x-ray company. It can be built by any carpenter and 
to your own dimensions. Hence it is suitable for small 
space. The one described is in use in a room containing 
a 100 MA X-ray machine, the room dimensions being 
14x 11 ft. This of course necessitates close operation to 


I 

F 
\ 


A. 12-16 inch leaded glass. 

B. Middle panel % inch in 
plywood, 1/16 inch sheet 
lead 4 in plyweod. 

C. 3 inch Wrought iron hinge. 

D. lateral panel (same as B). 

E. Metal kitchen cabinet 
handles. 

F. lron brace. 

G. Ball bearing bed casters. 

H. All metal film storage 


Diagram, 


chest. 1/16 inch lead lined 
(16%4x19x8 inches). 

I. Angle iron brace 14%4x% 
inches. 

J. Base and legs. 

Dimensions. 

Height from floor 6 feet 2 
inches. 

Width wings folded 2 feet. 
Open 3 feet 6 inches. 

Width base 17 inches. 

Dimensions base 17x24 inches. 


from rear, of mobile x-ray lead 


screen with film storage chest. 


JUNE, 1949 


the tube and hence greater secondary radiation. 

Leaded glass for the window is mounted at eye level 
in the middle panel, which is 3/4 inch plywood 59 x 24 
inches, covered by 1/16 inch sheet lead and 1/4 inch 


i 


Front (upper) and rear (lower) views of Dr. 


Haire’s mobile x-ray lead screen with film 
storage chest. 


| 
* 
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plywood of the same dimensions. This is bolted to two 
hardwood legs 17 inches long forming the base and al- 
lowing for five inches of leg to extend in front and 11 
inches in the back. Space between the back legs is cov- 
ered with 1/4 inch plywood to hold the metal film storage 
chest and add sufficient weight (90 pounds) to prevent 
tipping. 

Four ball bearing bed casters are mounted as shown 
in diagram, and the middle panel is strengthened on each 
side by angle iron braces (114 x 3/4 inches). two laterai 
panels, 9x58 inches, made of 3/4 inch plywood, 1/16 
inch lead sheet and 1/4 inch plywood are attached by 
two wrought iron hinges on each side. Further bracing 
is obtained by bolting two iron bands to the middle 
panel and back legs. Metal kitchen cabinet handles are 
mounted front and back to aid in turning the screen. 
The completed screen, painted black with one coat of var- 
nish and stenciled to protect weak points from breakage, 
makes an attractive addition to any office. 

This screen is small, uses less space, costs less than 
ready built models, and has a mobile storage box for 
films, which regular screens do not have.—R. D. Haire, 
M. D., Roswell, N. M. 


Cadmium Toxicity 


Cadmium during the late war, especially, came into 
use as a substitute for tin. It takes a high polish and can 
be deposited on medal surfaces electrolytically from a 
cyanide bath. Hence, it was used to surface plate cook- 
ing utensils and other containers used for foods. 


It has been known that cadmium was toxic since 
1876 when cadmium was ingested because of a bottle be- 
ing labeled wrongly by a pharmaceutical house. Through- 
out the years several episodes of cadmium poisoning 
have been noted in the literature. 

Since the war much more cadmium plating has been 
in vogue and several episodes have been mentioned. The 
symptoms are those of any acute food poisoning, namely, 
vomiting, diarrhea, abdominal pain and dehydration in 
proportion to the extent of the evacuations. 

None of these epidemics have been fatal, but the fact 
that cadmium poisoning can occur, does occur, and may 
well occur more frequently than it did prior to World 
War II should be kept in mind by the practicing physi- 
cians. 


How Unlike Russia 


The Atomic Energy Commission has for some period 
of time been furnishing isotopes to foreign countries for 
research. At least sixteen countries have taking advantage 
of this liberal offer, and apparently have made some 
progress in scientific research. 

This program is fundamentally consistent with our 
democratic form of life. We have now gone further be- 
cause some of the foreign countries have been handi- 
capped by the lack of knowledge on how to use isotopes 
safely. 

The facilities of the Oak Ridge Institute have been 
opened to these foreign investigators. Such a procedure 
as this can only promate international goodwill among 
scientists interested in the well-being of the human race. 
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Southwestern’ To Meet With 
New Mexico Cancer Society 


The annual conference of the Southwestern Medical 
Association will be held jointly with a meeting of the 
New Mexico Division of the American Cancer Society 
November 9th through 12th in the Hilton Hotel in Albu- 
querque, Dr. Joseph M. Greer, of Phoenix, president of 
the Southwestern Medical Association, has announced. 

The joint meeting is being sponsored and arranged by 
the Bernalillo County Medical Society of New Mexico, 
of which Dr. H. J. Beck of Albuquerque is secretary. All 
communications on the subject should be addressed to 


Dr. Beck. 


Ten Good Things 


There are 10 good things for which no one has ever 
been sorry: For doing good to all; for speaking evil of 
no one; for hearing before judging; for thinking before 
speaking; for holding an angry tongue; for being kind 
to the distressed; for asking pardon for all wrongs; for 
being patient. toward everybody; for stopping the ear 
to the tale-bearer; for not believing the most of the evil 
reports.—San Antonio Wheel of Fortune. 


Goot Health Shop 
MAX S. KATZ, Practipedist 


Feather Weight Arch Supports 
Doctor’s Orthopedic Prescriptions Filled 


308-9 CAPLES BLDG 3-4532 EL PASO, TEXAS 


General LETTER Service 


Mimeograph and Offset Duplicating 
of Diets, Instructions, Etc. 


203 Hills Bldg. El Paso, Texas 
MAICO OF EL PASO 
% Hearing Aids * Audiometers * Stethetrone 
MRS. EDNA MILLS, DISTRIBUTOR 
1001 MILLS BLDG. 3-5572 


NORTH PHOTO STUDIO 


X-Rays Copied and Prints Made 
Lantern Slides from X-Rays 
Specimens Photographed 


Mail Order Business A Specialty 


821 E. Yandell Blvd. 3-7662 EI Paso, Texas 
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BROADVIEW LODGE 


REST HOUSE 
R.N. and Dietitian 


241 Berquist Drive, Albuquerque, N. M. 


From $30 


Ambulance Service at All Hours 


Kaster & Maxon 


El Paso, Texas 2-3431 


El Valle Kennels 


(Registered) 
Route 68, Box 160 2-9154 EI Paso, Texas 


Several litters of healthy wire-haired fox-terrier puppies 
Championship blood lines—pedigrees furnished on request 


Outstanding son of FLORATE FAIRWAY at 
. stud. Has points toward championship. 


) 


TURNER'S 
CLINICAL & X-RAY 
LABORATORIES 


First National Bank Building 


E! Paso, Texas 


CLINICAL PATHOLOGY 
X-RAY DIAGNOSIS 
X-RAY THERAPY 
RADIUM THERAPY 


GEORGE TURNER, M. D. 
DELPHIN VON BRIESEN, M. D. 
H. F. HESLINGTON, M.D. 


Compliments 


The White House 


El Paso, Texas 


Central Medical-Dental Service 
A Collection Agency for Doctors Only 
MRS. ERNESTINE DAVIS, Owner and Manager 


GRANT AVE. PHARMACY 


GEO. W. BUSH, MGR. 


Free Delivery 
Phone 2-2582 
2005 Grant Avenue 
El Paso, Texas 


Pure... 


CERTIFIED 
MILKS 
1. Certified Holstein 
2. Certified Goat's 
3. Certified Fat-Free 
Supervised in production by 


the El Paso County Medical 
Commission. 


Your assurance of highest quality and purity. 
Recommend Price’s Certified Milks with confidence. 


A PROFESSIONAL PHARMACY 
W, 
pRricts 
. 9, 
; 
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A distinguished nasal vasoconstrictor 


POTENT 


PROLONGED 


BLAND 


SAFE 


PRIVINE: 


SOUTHWESTERN MEDICINE 


2 to 3 drops provide 
ny 2 to 6 hours of comfort 


In allergic nasal congestion only 2 to 3 drops of Privine hydrochloride, 
0.05 per cent, bring prompt and complete relief. 


This relief lasts from 2 to 6 hours, thus avoiding the inconvenience of 
frequent applications. 


Stinging and burning usually are absent. Privine is prepared in an isotonic 
aqueous solution buffered to a pH of 6.2 to 6.3. Thus, artificial differences 
in osmotic pressure between solution and epithelium are avoided. 


Privine is generally free of systemic effect. It may be applied before 
retiring with no resultant interference with restful sleep. Occasionally a 
sedative effect may be noted in infants and young children. Such an effect 
is usually due to gross overdosage. 


0.05% in 1-ounce dropper bottles and 1-pint bottles; 0.1% strength reserved for 
office procedures, in 1-pint bottles only. 


Cib 
i a PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


PRIVINE (brand of naphazoline)—Trade Mark Reg. U.S. Pat. Off. 2/1425M 


121 


= 
Y f 
PRIVIN 
| 05 VA 
——— 


SOUTHWESTERN MEDICINE JUNE, 1949 


COMPLETE MEDICAL OXYGEN SERVICE 7 HOTEL DIE U 
For Home, Office or Clinic El Paso’s Oldest Hospital 
EL PASO WELDING SUPPLY Conducted by the Sisters of Charity 
' Hospital and School of Nursing 
1830 Myrtle El Paso, Texas FULLY APPROVED 


1014 NORTH STANTCN STREET PHONE 2-1431 


Martin Ambulance Service ischbein Bros. 


710 N. Stanton EI Paso, Texas Custom Tailors 
309 N. OREGON EL PASO, TEXAS 


~ 


It’s 


Sweeney's 


PRINTING CO. 


506 N. KANSAS 
DIAL 2-3811 


For the Best in 


- 


FCR PRESCRIPTIONS 
MILLS BLDG. — PHONE 3-4445 — EL PASO, TEXAS 


CITYWIDE DELIVERY SERVICE 


COMMERCIAL PRINTING 
for all Purposes 


Cost Of New 


Old Surgical and Dental Instruments Replated Surgical Supp ly $ 


As-Good As New Company 


Instruments Resharpened 


Sterilizer Trays Chrome-plated 
Fine Silverware Replated Your Complete Source in the 
Southwest for All Ethical 


7 7 ive in The Southwest 
This Service Exclusive in outhwes: 


4 


EL PASO PLATING WORKS 


Ship to: 212 East Yandell Blvd. Phone 2-9591 for pickup 
EL PASO, TEXAS 


EL PASO TUCSON PHOENIX 


Less Than One-Half 
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Lithographing, Addressing and Mailing Service 


2-5071 ‘= El Paso, Texas 


806 N. Kansas 


~ ~~ 


Southwest Headquarters For 
America’s Finest Electric Shavers 


Popular Dry Goods Co. 
EL PASO, TEXAS 


THE PRESCRIPTION SHOP 


A PROFESSIONAL PHARMACY 
C. D. CUNNINGHAM, MGR. 


Lobby First Natl. Bank Bldg. > 


Phones 2-4121 and 3-5522 


EL PASO, TEXAS 


CHRISTOPHER’S 
Brace & Limb Co. 
(Certified Vacuum Limb Fitters) 
CORSETS AND BRASSIERES 


ARCH SUPPORTS 
ELASTIC HOSIERY 
ORTHOPEDIC SHOE SERVICING 
Authorized Dealer 


EVEREST & JENNINGS 
WHEEL CHAIR 


We Manufacture All Types of 


Artificial Limbs and 
Orthopedic Appliances 


ALL INQUIRIES GIVEN 
PROMPT ATTENTION 


815 North Cedar at Five Points 
5-3841 


El Paso, Texas 
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FOR SMOOTH 
MUSCLE 
RELAXATION 


The Antispasmodic 


Combining 


Potency 


synthetic drug, 
providing a potent 
antispasmodic action. 
In therapeutic dosage it is completely 
free from the undesirable side effects, 


such as, dryness of the mucous mem- 


branes and visual disturbances. 


Available in plain tablets or with 4 Gr. Phenobarbital. 


MISSION 
PHARMACAL CO. 


San Antonio 6, Texas 
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Credit Bureau of El Paso 


Medical-Dental Credit Bureau. Dutton’s Laboratory 

908 Mills Bldg. El Paso, Texas 
CARLOS L. CARTER, MGR. 
. L. O. DUTTON, M. D., DIRECTOR 


616 Mills Bidg., El Paso, Texas 


TAYLOR-SIMPKINS, Inc. 
Telephone 2-3671 


MEDICAL OXYGEN 


2123 Texas Street 3-0952 EI Paso, Texas } 
Nights. call 5-0359, or Physicians’ Exchange 2-2474 


Clinical and Pathological Procedures: 


HARDING AND ORR 


Ambulance Service BACTERIOLOGY ‘HEMATOLOGY 


SEROLOGY CHEMISTRY 


CLINICAL MICROSCOPY 


320 Montana RH TYPING AND ANTIBODY TITRATIONS 
PATHOLOGY ENDOCRINE STUDIES 


El Paso, Texas 


HEADACHE RELIEVED 


CAFERGONE™ 


(Ergotamine Tartrate 1 mg., Caffeine 100 mg.) 


Various types of headaches such as migraine, histaminic cephalalgia, tension and psychogenic, 
respond to CAFERGONE tablets (EC-110). Clinical investigation has demonstrated that vas- 
cular type headaches have obtained prompt relief. Average dose 2 to 4 tablets (for individual 


attack) . 


CAFERGONE is contraindicated in the presence of peripheral vascular disease, angina pec- 
toris, impaired renal or hepatic function or during pregnancy. 
Available in bottles of 20, 100, 500 and 1000 tablets. 


SANDOZ PHARMACEUTICALS 


WEST COAST OFFICE 
San Francisco 8, Calif. 


Sutter Street 
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(brand of prophenpyridamine) 


TRIMETON* differs from most other antihistaminic 

agents in not being a derivative of ethanolamine or 

ethylenediamine. This difference is noteworthy and is 

responsible for the gratifying clinical results obtained. oe ae 

In one study of 227 patients with various allergic > i" 
conditions’ 


83% obtained benefit from Trimeton 


Side effects, common to all antihistaminics, occur with 
TRIMETON, but only a few patients find that they cannot 
tolerate the drug.’ 


Relief from allergic symptoms is usually obtained with 

one TRIMETON 25 mg. tablet three times daily ; in some :: 
patients half this dosage is sufficient. The action of sp 
TRIMETON lasts from four to six hours.’ 
PACKAGING: Trimeton (1-phenyl-1-(2-pyridy]l) -3-dimethyla- 


minopropane) is available in 25 mg. tablets, scored, in bottles of 
100 and 1000. 


BIBLIOGRAPHY: 1. Brown, E. A.: Ann. Allergy 6:393, 1948. 2. Wittich, F. W.: 
Ann. Allergy 6:497, 1948. 


*Taimeton trade-mark of Schering Corporation 


CORPORATION. BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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CLEMENT C. BOEHLER, M.D., F.A.C.S. 


Diptomate AmericAN Boarp OssTeTrICs AND GYNECOLOGY 
Practice Limiteo To Osstetrics AND GYNECOLOGY 
EL PASO, TEXAS 


1018 MILLS BUILDING 


DRS. BRECK, BASOM AND LEONARD} 


PRACTICE LIMITED TO 
ORTHOPAEDIC SURGERY 


3-1671 EL PASO, TEXAS 


520 MONTANA STREET 


BASIL K. BYRNE, M. D. 


PEDIATRICS 


800 MONTANA STREET 3-1651 EL PASO, TEXAS 


BRANCH CRAIGE, M. D. 
By AmeriCAN Board OF INTERNAL MEDICINE) 
INTERNAL MEDICINE 


800 MONTANA ‘STREET 3-6931 EL PASO, TEXAS 


WICKLIFFE R. CURTIS, M. D., F. A.C. S. 
(Certiricd By AMERICAN Board OF UROLOGY) 
PRACTICE LIMITED TO 
UROLOGICAL DIAGNOSIS AND SURGERY 


215 FIRST NATIONAL BLOG. EL PASO, TEXAS 


‘L. O. DUTTON, M. D. 


ALLERGY 


616 MILLS BLGD. 2-3671 EL PASO, TEXAS 


ORVILLE E. EGBERT, M. D., F. A. C. P. 
DIPLOMATE AMERICAN BOARD INTERNAL MEDICINE ‘ 
ALLERGY 
DISEASES OF THE CHEST 
1025 FIRST NATIONAL BANK BLDG. 


EL PASO, TEXAS 


LESTER C. FEENER, M. D., F. A C. P. 


DIPLOMATE AMERICAN BOARD INTERNAL MEDICINE 
INTERNAL MEDICINE 
CARDIOVASCULAR DISEASES 


401-3 BANNER BLDG. EL PASO, TEXAS 


J. RICHARD FUCHLOW, M. D., D. A. B. RK. 


RADIOLOGY 
616 MILLS BLDG. 3-3423 EL PASO TEXAS 


209 MEDICAL ARTS BLDG. 


H. M. GIBSON, M. D. 
PRACTICE LIMITED TO UROLOGY 


2-6844 EL PASO, TEXAS 


1225 FIRST NATIONAL BLDG. 


J. LEIGHTON GREEN, M. D., F. A.C. S. 
GENERAL No GYNECOLOGICAL SURGERY 


2-9032 EL PASO, TEXAS 


Fre 


1442 N. 3RD STREET 


C. Hopces, M. D. J. M. Hooks, M. D. 


HODGES AND HOOKS 


ORTHOPEDIC CLINIC 


ABILENE, TEXAS 


415 


~ 


W. A. JONES, M. D. 
Diptomate AMERICAN Board oF NEUROLOGICAL SURGERY 
NEUROLOGICAL SURGERY 


Mepicat Arts Buitpinc—Suite 300 


YANDELL BCULEVARD 3-5582 EL PASO, TEXAS 


G. H. JORDAN, M.D., F.A.C.S. 


525 FIRST NATIONAL BLDG. 


E. WEBB, M.D., F.A.C.S. 
DRS. JORDAN AND WEBB 
DIPLOMATES AMERICAN BOARD OF SURGERY 

GENERAL AND GYNECOLOGICAL SURGERY 


2-9412 EL PASO, TEXAS 


TRUETT L. MADDOX, D. D. S. 
ORAL SURGERY 


1031 FIRST NATIONAL ELDG. EL PASO, TEXAS 


DRS. MASON, HART AND BOVERIE 
RADIOLOGY—ROENTGENOLOGY—PATHOLOGY 


310 BANNER BLDG. 3-4478 EL PASO, TEXAS 


: 
126 
| 


1949 


D. 


C.S. 


Southwestern Physicians’ 


Directory 


BERNARD L. MELTON, M.D., F.A.CS., 


(CERTIFIED BY AMERICAN BOARD OF OPHTHALMOLOGY) 
(CERTIFIED BY AMERICAN BOARD OF OTOLARYNGOLOGY) 


EYE, EAR. NOSE AND THROAT 
DORSEY R. HOYT, M. D. 
EYE, EAR, NOSE AND THROAT 


605 PROFESSIONAL BUILDING 3-8209 PHOENIX, ARIZ. 


VINCENT M. RAVEL, M. D. 


(CerTiFied BY AMERICAN BoarD OF RADIOLOGY) 
X-RAY AND RADIUM 
2-3459 


503 BANNER BLDG. EL PASO, TEXAS 


~ 


ROSS W. RISSLER, M. D. 


(CERTIFIED BY THE AMERICAN BOARD OF INTERNAL MEDICINE) 


INTERNAL MEDICINE—CARDIOLOGY 


WALTER W. WOLLMANN, M. D., F. A.C S. 


(CERTIFIED BY THE AMERICAN BOARD OF SURGERY) 
GENERAL SURGERY 


WILLIAM |. COLDWELL, M. D. 
INTERNAL MEDICINE 


2001 GRANT AVE. EL PASO, TEXAS 


LLL 


O. J. SHAFFER, D.D.S., F.A.C.D. 
ORAL SURGERY 
1101 First NATIONAL Bibs. 


3-6742 Et Paso, Texas 


LESLIE M. SMITH, M.D. H. D. GARRETT, M.D. 


DRS. SMITH AND GARRETT 
DISEASES OF THE SKIN 
931 FIRST NATIONAL BLDG. 


3-6172 EL PASO, TEXAS 


M. P. SPEARMAN, M. D., F. A.C. S. 


DIPLOMATE AMERICAN BOARD OF OTOLARYNGOLOGY 
EYE - EAR - NCSE - THROAT 


FIRST NATIONAL BLDG. 2-601! EL PASO, TEXAS 


ROBERT F. THOMPSON, M.D., F.A.C.S. 


(CertiFie> By AMERICAN Board oF UroLocy) 
UROLOGY 


816-818 /AILLS BLDG. 2-432! EL PASO, TEXAS 


W. E. VANDEVERE, M. D., F. A.C. S. 


S. PERRY 


OPHTHALMOLOGY AND 
4 OTOLARYNGCLOGY 


ORTHOP! > 
202 BANNER BuiLo:nGc al 
WILLARD W. | June, 1949 set L. Dever, M. D. 
lov.a Quaie .eaica: wibrary D DETER 
PLASTIC AND A\4 HISTORICAL BUILDING SURGERY 
1415 FIRST NATIONAL BLDG. DES MOINES, IOWA 6 EL PASO, TEXAS 
We hope you obtain pleasure and profit from the 
S. A. SCE use of the Iowa State Medical Library. You can 
Bde increase its usefulness by returning your books 
NEWTON F promptly. We are pleased to be of service to you. 7 
F. P. SCh Borrower. Adults are entitled todraw books by F 


EYE, EAR, NOSE ANE 
FIRST NATIONAL BLDG. 


person. Students ma 
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journals without paying 


filling out an application card. 
Number of Volumes. Two new books, or two 


new consecutive Journals cannot be taken by one 
borrow 3 volumes at a time, 
which are not renewable. 


Time Kept. The period of loan is two weeks; 
older books may be once renewed. New books and 


Journals are not renewable. 


Forfeiture of Privilege. Loss of books or 


ting material, three requests for postage without 
results, three requests for return of material without 
results, or necessity of asking Attorney General's aid 
| to have material returned, bars from future loans. 


Transients and those at hotels may borrow books 
by depositing the cost of the book, or $5.00, which 
is returned when the book is returned. 
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